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WORKPLACE HEALTH PROGRAMMES  
AS RISK MANAGEMENT TOOLS
Ágnes Szabó – Péter Juhász
Risks relating to the health of employees account for considerable damage world-
wide. Corporate health programmes are a means to address this type of opera-
tional risk. There are a number of parallels between the process of introducing 
and maintaining such programmes and that of enterprise risk management pro-
grammes. While these well-being programmes are very popular in an interna-
tional setting and especially at multinational companies, in Hungary, they are 
still in their infancy. Based on the interviews conducted with the 14 Hungary-
based companies, which may be regarded as leaders in this field, there is ample 
room for development in the application of the programmes, especially in the 
measurement of outcomes.
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1 INTRODUCTION
What makes a company healthy? Company health may be defined as competitive-
ness, i.e. efficient operation and growth in line with current possibilities, e.g. at 
the general rate of growth of the industry concerned. A healthy organisation may 
also be defined as one which offers its employees a healthy working environment, 
and has concern for the physical and mental health and well-being of its employ-
ees. In a third approach, an association may be healthy by offering its customers 
good and healthy products and services, and at community level, by exhibiting 
concern not only for its own business interests but also for the natural environ-
ment and external stakeholders during operation (Aidoo et al., 2015). This paper is 
focussed on the health of employees. 
It is far from being a novel concern, having regard to the fact that occupational 
health has been on the WHO’s agenda since the 1950s (Health Management, 2018). 
The WHO made clear that it is not simply work and the workplace that have an 
effect on the physical and mental health of employees. It also works the other way 
around: employee health also affects the company and its performance. Main-
taining employee health is therefore critical in several respects: firstly, at the level 
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of individuals and their families; for society, which often bears (part of) the costs 
of restoring health; and naturally, for company owners, whose main concern is 
profitability.
In the European Union, 600 million working days are lost due to work-related 
ill-health each year. The main causes are accidents, musculoskeletal disorders and 
stress at work. EU-OSHA (2018) estimates that work-related diseases account for 
about 200 000 deaths across Europe yearly. Work-related health damage and inju-
ries are costing the European Union EUR 476 billion every year. This means that 
at current prices, more than 3.2% of the total 2016 EU GDP (Eurostat, 2018), and 
more than four times Hungary’s GDP (HCSO, 2018a) was lost due to these reasons. 
Data from the Hungarian Central Statistical Office (KSH, 2018b) show an adverse 
trend in Hungary over recent years. Absence from work due to illness per employ-
ee increased by more than 25% from 2011 to 2016, and the average length of paid 
sick leave also grew by almost 20% (Table 1). The greater the staff headcount, the 
more working days are lost on average due to illness. Organisations having 5–49 
employees reported an average of 3.8 days of sick pay or sick leave (4.6 days for 
blue-collar workers, 2.6 days for white-collar workers). The figure increases to 8.7 
days at organisations of 50–249 employees (10.4 and 5.7 days, respectively), which 
is still much lower than the 11.2 days of absence (14 and 7.1 days, respectively) re-
corded at enterprises with a headcount of at least 250 (Vöő, 2018).
Table 1
Sick leave at enterprises with at least 50 employees
1992* 1995 1999 2002 2005 2011 2016
Full-day absence from 
work due to sickness 16,9 16,5 16,2 14,0 13,1 8,1 10,3
of which sick leave 4,9 5,5 6,2 5,1 5,1 3,8 4,5
Note: *Companies having at least 51 employees in 1992
Source: HCSO (2018b)
In 2017, the European Commission issued a communication for the modernisa-
tion of occupational safety and health legislation and policy (European Commis-
sion, 2017). According to the Communication, investment in occupational safety 
and health is profitable, as it improves business productivity and performance, 
and at macroeconomic level, contributes to national competitiveness. Employers 
have a positive return on investment in occupational safety and health. 
Workplace Health Promotion (WHP) includes the promotion of healthy life-
styles, the maintenance and promotion of workers’ health and working capacity 
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as well as the improvement of working environments and work practices. Nowa-
days, companies – often to comply with the relevant legislative provisions – or-
ganise routine medical screening, which should also serve the aim of identify-
ing and assessing health risks (Aidoo et al, 2015). Workplace health and wellness 
programmes are therefore a special tool of corporate risk management, directed 
mainly at operational risks associated with employees.
The applicable Hungarian regulation is based on Directive 89/391/EEC on the in-
troduction of measures to encourage improvements in the safety and health of 
workers at work, which introduced the definition of risk. In this context, risk is 
asymmetrical, meaning the combined effects of the probability and severity of 
injury or health-related harm in an emergency. ‘Risk assessment is practically a 
careful review of the possible harms and threats to employees at a given workplace 
and of the preventive measures that should be introduced’ (Dabrónaki, 2017). 
Workers may be exposed to several risk factors, including traffic, the weather, 
and also air, noise, light pollution or chemical contamination. Factors beyond 
the control of those whom they directly affect are not discussed in detail in this 
paper. Instead, the main focus is on risk factors employees have an influence on 
(diet, physical activity and stress) and on how these are addressed. However, it 
is important to take all factors into account at company level and that corporate 
health programmes consider changing every risk factor that emerges internally, 
i.e. factors modifiable by the organisation. Such factors are generally more nu-
merous than risks factors modifiable by employees.
2 MAIN RISK FACTORS
The well-being of employees is influenced by numerous factors. While health re-
search is mainly focussed on factors having adverse effects, factors exerting a posi-
tive effect on mental health (the only exception may be stress) are at the centre of 
the literature on human resources management, and management and leadership. 
As in risk management in general, for the purpose of assessing health risks, it is 
the most reasonable to categorise them according to (1) trigger, (2) form of expres-
sion (result) or (3) reason of exposure. Mixing these criteria results in overlapping 
categories, which not only distorts the results of the assessment but also make 
it extremely difficult to allocate risk management tasks and to define roles and 
responsibilities. 
The survey of Willis Towers Watson (2016) of 1,669 employees in 34 countries 
revealed that stress is the most important risk factor for employees both globally 
and in Europe, followed by lack of physical activity (Table 2). It should be noted, 
however, that the phenomenon of presenteeism (suboptimum performance at 
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work due to lack of full health) featured in the table is a risk factor mainly from 
the point of view of productivity rather than a trigger as the other listed factors. 
The results are therefore difficult to interpret due to the overlapping categories.
Table 2
Main health risks at the workplace
Global Europe
Stress 64% Stress 74%
Lack of physical activity 53% Lack of physical activity 45%
Overweight/obesity 45% Presenteeism 33%
Poor nutrition 31% Overweight/obesity 32%
Lack of sleep 30% Poor nutrition 31%
Source: Willis Towers Watson (2016)
Research conducted by Serxner et al. (2001) with 34,451 USA-based employees 
showed that those having problems in the areas of mental health, back pains, 
stress at work, lack of physical activity and overweight are 150%, 140%, 131%, 118% 
and 116% more often on sick pay, respectively, than the average. According to the 
surveys of Gallup Institute (Witters–Agrawal, 2015), engaged employees who also 
have high well-being scores are 30% more likely not to miss any workdays because 
of poor health in any given month compared with employees who have high en-
gagement but otherwise exhibit low levels of well-being. In addition, employees 
with high levels of well-being miss 70% fewer workdays because of poor health 
over the course of a year.
The survey by the European Agency for Safety and Health at Work showed that 
the health of almost one quarter of the working population in the 27 EU Member 
States is at risk due to excessive stress at work (Szabó, 2018). Based on the 2010 Eu-
ropean Survey of Enterprises on New and Emerging Risks (European Agency for 
Safety and Health at Work, 2010), while 79% of European managers are affected 
by stress at work, less than 30% of the enterprises address the problem.
Stress as a psychosocial risk factor is defined also in the Hungarian Act on Labour 
Safety from 2008. ‘According to the definition psychosocial risk means the effects 
to which a worker can be exposed at work (conflicts, organization of work, work 
schedule, uncertainty of employment etc.), that have an influence in connection 
with his reactions to such effects, or in consequence of which stress, occupational 
accidents may occur, and psychosomatic symptoms (relating to or involving both 
the mind and body) may develop’ (Dabrónaki, 2017).
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13% of Hungarian employees continuously and an additional 30% often experi-
ence work-related stress (Szinapszis, 2013). According to the results of the 2013 
Hungarian Work Stress Survey, fast pace of work is the most significant stressor. 
Stress at work is clearly reduced by clarity of roles, meaningfulness of work and a 
good social community at work. 
According to an EU-level survey (Eurofound, 2010; Szabó, 2018) work-related 
stress accounts for 50 to 60% of working days lost. Based on a survey by the Euro-
pean Agency for Safety and Health at Work, unaddressed stress at work leading to 
reduced productivity costs the EU EUR 136 billion (1% of the GDP) annually, and 
in particular HUF 440 billion in Hungary.
Another frequently-mentioned phenomenon is presenteeism, meaning not operat-
ing at maximum capability at work. In this case, employees perform their work in 
a state of mental or physical exhaustion or illness, and consequently their level of 
productivity is lower than when they feel well. They need more time for the same 
task, their capacity, motivation as well as the quantity and quality of the work they 
perform is reduced, and they interact less with their colleagues and clients. 
Research by Eurofound (2012) shows that although managers have the lowest sick-
ness absence rate, presenteeism is the most characteristic to them. The phenom-
enon is more prevalent also in the case of people with financial problems, worka-
holics, high-skilled white collar workers, older and childless workers, insomniacs 
and people with unhealthy lifestyle choices (Garrow, 2016). The probability of 
presenteeism is 28%, 66% and 50% higher in the case of smokers, employees with 
an unhealthy diet and who don’t exercise very much, respectively, than in the case 
of those with better health behaviours (Aldana, 2018d). 
What are the reasons behind presenteeism? It can be explained by personal rea-
sons, e.g. the belief or the actual circumstance that nobody else can do our job. 
Loyalty (trying to avoid negative consequences for colleagues, clients and the 
company), fear of losing one’s job and financial considerations (low sick pay 
or reduced premium) may also be mentioned here. Organisational factors and 
corporate culture (my manager works while sick, so I cannot be absent either; 
colleagues are gossiping about absentees) may also contribute to presenteeism 
(Baker-McClearn et al., 2010). 
The main reasons (risk triggers) behind presenteeism as a risk for productivity are 
allergies, depression, burnout, stress or other mental diseases, tiredness, diabetes, 
musculoskeletal complaints, colds, headaches or any infectious disease. In addi-
tion, many of the triggers may cause additional damage, e.g. the sick employee 
may infect others or the symptoms may divert their attention and reduce their 
motivation for work, too. Lowered employee morale may further deteriorate per-
formance at the level of the company as a whole. 
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Some research suggests that lost productivity may be 7.5 times greater with pres-
enteeism than absenteeism, and its costs may be 3 times higher than the amount 
spent on sickness benefits (Garrow, 2016). Estimates from various countries based 
on different methodologies set the costs of presenteeism for the national economy 
at a meagre 0.2 to more than 3% of the GDP (DeVol–Bedroussian, 2007). In the 
United Kingdom, the cost of absences per capita is EUR 486 while that of presen-
teeism is EUR 895. 
In its survey of 2,000 employees in 17 countries, Virgin Pulse (2017) found that 
the sampled employees take four sick days off per year on average but they re-
ported 57.5 not fully productive working days per year on average. However, the 
various data on presenteeism should be interpreted with circumspection. There 
is no generally accepted and established measurement methodology; moreover, 
the applied self-assessment tests are often based on the Likert scale, which meas-
ures agreement with a few simple statements. In addition, the phenomenon may 
show significant differences by culture, country, over time and even by industry 
(Figure 1).
Figure 1
Impact of presenteeism on industry production (%, Australia) 
Source: KPMG Econtech (2011), cited in Garrow (2016)
Physical inactivity is also a rich source of problems. Lechner (2009) provided em-
pirical evidence on the impact of physical activity on earnings based on data from 
a German panel study over the period 1984–2006, i.e. that leisure sports participa-
tion resulted in a monthly earnings gain of EUR 100 on average for German em-
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ployees. Regular physical activity improves the concentration and mood of people 
both temporarily and in the long term. It also has a protective function whereby 
it enlarges and strengthens the hippocampus and the prefrontal cortex, which 
provides protection against incurable illnesses such as Alzheimer’s or dementia. 
Despite all these beneficial effects, according to the 2010 Eurobarometer (2010) 
survey, only 5% of the Hungarian population did sports five times a week, but also 
the proportion of those engaged in physical activity less often was only 18%. More 
recent data from the 2014 Eurobarometer (2014) survey show an increase to 15% in 
the proportion of those doing sports five times a week and to 23% in the propor-
tion of those engaged in physical activity less often but regularly, which, however, 
is still below the EU average of 33%.
The Randstad Workmonitor (2014) survey reveals that 15% of Hungarians have 
the opportunity to work out during office hours, but only 16% are offered gym 
facilities in-house or a discount to a sports facility outside working hours by the 
employer. The corresponding figure is 26% in Australia, 33% in Poland, 40% in the 
USA and 67% in Sweden.
Overweight and an unhealthy diet are also frequently mentioned health risks. 
However, the former is a result of other factors rather than a risk factor in its own 
right. People with a BMI of 25 to 30 are defined as overweight and those with 
a BMI over 30 fall within the obese range. In 2014, there were almost 2 billion 
overweight and 600 million obese people around the world. The proportion of 
overweight people doubled over the last twenty years. 2.8 million people die of 
health consequences of overweight and obesity every year, which are therefore the 
fifth leading cause of death. 
Based on the Obesity Update 2017 study of OECD (2017), among OECD coun-
tries, only the United States, Mexico and New Zealand has higher obesity rates 
than Hungary. According to the report, 30% of the Hungarian population aged 15 
years and over is obese (OECD, 2017). 16% of Hungarian children below 15 years 
of age are overweight. When only the adult population is considered, based on 
the health check prepared by the Hungarian National Institute of Pharmacy and 
Nutrition (OGYÉI), two in three adults are overweight or obese (Polgár, 2018). 
According to WHO data, overweight and obesity account for 44% of the diabetes 
cases, 23% of the ischemic heart disease patients, and around 7–41% of certain 
cancers. Obesity is virtually a necessary addition to high blood pressure, high 
cholesterol and diabetes. The treatment of health problems associated with obe-
sity costs the Hungarian state and population a total of HUF 229 billion every 
year (Polgár, 2018). 
The Hungarian situation as regards healthy diet is illustrated well by HCSO data, 
which reveal that only 40% of the population over 16 years of age eat fruit on a 
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daily basis and fresh vegetables are consumed daily by only 30%. Fruit and veg-
etable consumption is closely associated with financial standing as well; women 
and those with higher qualifications and income eat them more frequently (Pénz-
centrum, 2018).
Lack of sleep is also a serious risk. The brain needs to sleep in order to dispose of 
the by-products of neural activity. When it does not get enough sleep, the remain-
ing toxic proteins hinder it and slow down the processing of new information and 
problem solving, and stifle creativity. Lack of sleep is also a health threat which 
may be associated with serious medical problems such as heart attacks, strokes, 
type 2 diabetes and obesity. 
Research (The Sleep Council, 2013) shows that only 8% of British employees say 
that they feel rested when they wake up, i.e. 92% are already tired when they start 
work. According to findings of the statistics company Rand Europe (Rand Eu-
rope, 2016), the physical and mental illnesses of British employees caused by in-
sufficient sleep amounted to a loss in GDP of almost GBP 40 billion in 2016. Based 
on a study from the University of Michigan (Brooks, 2015), short naps or extended 
breaks offered to employees during working hours improve their productivity on 
the whole and boost their tolerance for frustration. This is applicable especially to 
employees who are not able to sleep through the night for some reason.
The association between specific health risks and productivity has been studied in 
several respects. In the human performance model of O’Donnell (2000), the per-
formance of employees improves when they are physically and emotionally well, 
and have a desire to work. This reduces absenteeism and presenteeism, which in 
turn enhances performance. Aldana (2001) found that, of all health risks, grow-
ing excessive body weight and stress are the ones that could be certainly associ-
ated with increased health care costs and illness-related absenteeism. 
By contrast, Boles et al. (2004) studied 11 health risks, namely poor diet, BMI, 
high cholesterol, physical inactivity, stress, overdue preventive visits, lack of 
emotional fulfilment, high blood pressure, tobacco use, diabetes or high blood 
glucose, and alcohol use (the risk areas typically analysed in relevant research). 
Their results show that more productivity loss was experienced by respondents 
having more risks. Potential productivity loss was highest in the case of diabe-
tes (absenteeism) and stress (presenteeism). The value of productivity loss due to 
these risks was more than USD 67 per person in a 1-week period. Pelletier et al. 
(2004) concluded that eliminating one health risk affecting an individual reduces 
absenteeism by 2% and improves their presenteeism by 9%. Burton et al. (2006) 
also proved that an increase in health risks is associated with a same-direction 
change in presenteeism.
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According to Vaughan-Jones and Barham (2009), employees considered to have a 
medium to high risk of disease as a result of their eating and exercise habits can be 
6–12% less productive than those with low health risks. The findings of Lenneman 
et al. (2011) corroborate that reducing employees’ health risks leads to improved 
health status and less productivity impairment. Even reducing the high-risk sta-
tus of an individual to low-risk in respect of physical inactivity, stress, depression 
or body weight decreased productivity loss.
Goetzel et al. (2012) showed that more than 20% of corporate health care costs are 
attributable to modifiable health risks, namely depression, high blood glucose, 
high blood pressure, obesity, tobacco use, physical inactivity and high stress. 
Based on Merrill et al. (2013), higher job performance was 1.2 times more likely 
among those who exercised for 30 or more minutes on at least three days a week 
and who ate five or more servings of fruit and vegetables on four previous days 
than among those who did not. 
Kirkham et al. (2015) carried out a risk assessment for 17,089 employees across a 
4-year study period (2007–2010). According to their findings, emotional health, 
inadequate exercise, tobacco use and body mass index (BMI) at age 35 may be 
consistently associated with both absenteeism and presenteeism. Hypertension, 
blood sugar, inadequate exercise and alcohol could be associated with absen-
teeism and suboptimum work among older workers. Productivity loss is most 
strongly related to emotional health and obesity.
The correlational analyses of Hayman (2016) indicate that exercise, tobacco use, 
body mass index and nutrition are significantly related to workplace productivity. 
While exercise and nutrition had a significant positive correlation with work-
place productivity, tobacco use and increasing BMI were negatively correlated 
with workplace productivity. According to the regression analysis results in the 
study, these variables explain 21% of the variance in productivity. 
Based on WHAA (2016), high risk employees (5+ risks) are not productive 32.7% 
of the time spent at the workplace and are absent 5.1 hours/month on average 
compared to low risk employees (0–2 risks) who are not productive 14.5% of the 
time and absent only 2.4 hours/month. The productivity difference between 
healthy and unhealthy employees is therefore 18.2%, corresponding to 45 working 
days per annum. Absenteeism and to some extent presenteeism (see Tables 3 and 
4) are attributable to various health and lifestyle factors. Higher absence rates are 
recorded for higher-risk employees, who are also less productive. 
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Table 3
Contribution of risk factors to absenteeism and presenteeism
Risk factor Absenteeism Presenteeism Total
Type 2 diabetes 4.94% 18.26% 23.20%
Depression 2.61% 14.51% 17.12%
Alcohol abuse 5.00% 4.78% 9.78%
Overweight/obesity 1.40% 8.30% 9.70%
High cholesterol 3.14% 4.91% 8.05%
Tobacco use 2.84% 4.78% 7.62%
Chronic stress 3.08% 4.45% 7.53%
Asthma 4.80% 1.20% 6.00%
Migraine 3.96% 1.99% 5.95%
Physical inactivity 0.28% 4.59% 4.87%
Source: WHAA (2016)
Table 4
Association between employee risk levels and absence and productivity
Risks Mean annual  absent days
Mean annual  
unproductive days
Low (0–2 risks) 1.6 5.1
Medium (3–4 risks) 2.4 12.9
High (5+ risks) 3.6 28.9
Source: WHAA (2016)
Table 5 summarises research results on risk factors. Physical inactivity, stress and 
obesity (high BMI, poor nutrition) seem to have the greatest negative impact on 
productivity. Therefore, companies should focus primarily on these risk areas in 
their health programmes.
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Table 5
Main risk factors reducing productivity
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3  THE STRUCTURE OF SUCCESSFUL WORKPLACE  
HEALTH PROGRAMMES
As with all risk management systems, the first step should be the exploration of 
the current situation. The health status of employees and risk factors can be ap-
praised using a health risk assessment (HRA) questionnaire. The HRA (Mills, 
2005) collects data from individuals and in addition to identifying risks, it can 
also provide personalised feedback. Since part of the risks are caused by employ-
ees by their own undesirable behaviours (moving around carelessly, smoking, 
alcohol consumption and drug use) or neglect of desirable behaviours (exercise, 
healthy diet), the sheer existence of such an assessment and the evaluation of the 
results by an expert serve as risk assessment tools, as they reduce the probability 
of such risks. Trainings on safety at work aim to manipulate in the same way, 
however, generally no data are collected within the framework of such trainings.
A typical HRA questionnaire collects information on demographics (gender, 
age), lifestyle (tobacco use, physical activity, alcohol consumption, diet, medica-
tion, sleep habits, stress), and individual and family medical history (hereditary 
ÁgnEs szabó – PétEr JuhÁsz176
predispositions, vaccines). Sometimes, physiological data (height, weight, blood 
pressure, cholesterol levels) are also collected. The HRA method is often criticised 
on the grounds that the questionnaires are too long (low rate of full completion), 
they are self-rated (mistakes, distortions), self-completed (misunderstandings), 
data collection has no practical use (the data are not analysed, there is no follow-
up or feedback), the protection of personal data is not always ensured (unauthor-
ised access, retaliation by the employer for honest responses on problems) and 
they do not necessarily bring about change (there is no change of behaviour on 
either employer or employee side).
It is critical for the success of a corporate health programme to gain commit-
ment from the major stakeholders and key opinion leaders (WHO, 2010). There 
are obvious parallels with experience from enterprise risk management (ERP) 
programmes, in the case of which integration into corporate culture is indispen-
sable (Oliveira et al., 2018). In addition, support from the senior management and 
a steering committee is also needed for both types of programmes. This commit-
tee is responsible for the establishment of an enabling environment within the or-
ganisation, transmission of the necessary information and for the motivation and 
training of potential participants. As with ERM systems, the status quo should be 
appraised first (medical examinations, tests, questionnaires, statistics). 
An objective should be set. Focus areas should be defined, taking into account 
not only the risks to be addressed but also the expected costs and outcomes of the 
programme. The 3 to 5-year strategic plan should be broken down to annual pro-
grammes. Just as for the operation of ERM programmes, targets, tools, processes, 
responsibilities and the available time and budget should also be specified. 
Participants generally need continuous support during implementation and regu-
lar feedback is also required. For success, it is not enough to simply follow up on 
change; appreciation should be expressed regularly to participants for their efforts. 
Reflecting on efficiency and changing circumstances, the programme should be 
reviewed periodically based on the lessons learned (WHO, 2010), as is customary 
in the case of ERM systems (International Organization for Standardization, 2018). 
4 THE EFFECTS OF HEALTH PROGRAMMES
Compliance with health protection directives is the most difficult for SMEs. 93% 
of EU-based enterprises are micro-sized, and regular risk assessment is carried 
out at only 69% of them, compared with 96% at larger enterprises (Dabrónaki, 
2017). According to the data of Xerox (2016), in 2008, 34% of multinational com-
panies launched a health promotion programme globally, which continued to rise 
to 56% in 2014 and to 69% in 2016. Corporate health promotion costs were in the 
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range of USD 150 to 1,200 per employer per year at international level in 2018. 
Aldana (2018a) argues that these wellness programmes have the potential to add 
value for the company in four ways:
1) by improving the health behaviours of employees,
2) by improving productivity (less absenteeism and presenteeism),
3) by helping employee retention,
4) by improving employee morale and workplace atmosphere (Aldana, 2018b, 
2018c).
At the same time, such programmes need time. International research shows 
(Table 6) that a company health and well-being programme encouraging colleagues 
to do sports together may change the workplace atmosphere, and improve team 
cohesiveness and engagement within a few months already. However, measurable 
improvements in performance and productivity only appear after 1–2 years, just 
like positive changes regarding company image and quantifiable increases in em-
ployee health knowledge and satisfaction. Reduced fluctuation is also perceptible 
after this period. 3–5 years are required for noticeable reductions in workplace inju-
ries and accidents, sickness, absenteeism and presenteeism to occur and to achieve 
a return on investment in employee training and development (Tasmania, 2012).
Table 6
The effects of workplace health and well-being programmes
Within a few months Within 1–2 years Within 3–5 years
Higher employee 
engagement
Higher productivity  
and performance Less workplace injuries
Better employee morale Better workforce  retention and attraction
Lower illness  
and absence rates
Greater team  
cohesiveness,  
sense of community
Positive image Less presenteeism
Better individual health 
knowledge
Better ROIs on training 
and development
Higher job satisfaction
Source: Tasmania (2012, p. 15)
Apart from overviews of overall empirical evidence, the literature also provides 
explicit measurement approaches. Three of these approaches are widely applied. 
The focus may be on (1) measurable benefits for the employer in monetary terms 
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(return on investment, ROI), (2) changes at individual and group-level, which are 
often subjective and hardly measurable (value on investment, VOI), or (3) poten-
tial social benefits (social return on investment, SROI). 
While companies adopting a simple ROI approach only take into account the 
financial return on the capital invested in health promotion, companies using a 
VOI approach assess changes in factors that add value (promote health). Meas-
urement is more problematic under the VOI approach, as in addition to easily 
measurable indicators such as accidents, days of absence and health care costs, 
employee morale, engagement and well-being, among others, should also be 
monitored. In a VOI approach, personal data protection should also receive more 
attention, considering that anonymization may not be sufficient to prevent the 
identification of individuals within smaller organisational units.
SROI, which has developed from health cost-benefit analyses, considers effects for 
the whole of society, but is limited almost exclusively to measurements in mon-
etary terms. As the scope of beneficiaries is much wider under this approach, 
higher returns are measured than with ROI. However, the measurement of cer-
tain quantitative variables in monetary terms (e.g. human lives, prevention and 
treatment of diseases, increment in fertility rates) may entail serious ethical is-
sues. Table 7 shows the potential savings for companies for every dollar invested 
in workplace health and well-being programmes based on the results of interna-
tional research and meta-analyses, using a ROI approach.
Table 7
Estimated ROIs (per 1 USD invested)
Source Health care  costs
Absence-related 
costs
Total  
savings
Aldana (2001) 3.48 5.82 4.30
Goetzel et al. (2008) 1.40–4.70  (in 3 years)
Baicker et al. (2010) 3.27  (in 2–3 years)
2.73  
(in 2–3 years)
Dongen et al. (2011) 1.40–4.60 2.70
Henke et al. (2011)
3.92  
(between 2002  
and 2008)
Baxter et al. (2014) 1.38
U.S. Chamber  
of Commerce
1.50–3.00  
(in 2–9 years)
Source: authors’ elaboration
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There is limited research on the effects of workplace health promotion initiatives 
in Hungary as these programmes have become more widespread only in recent 
years. A survey by MGYOSZ/BUSINESSHUNGARY (2010) of 709 regional com-
panies shows that ergonomics developments predominate in the area of occupa-
tional health and safety (32%), while more than 40% of the firms have no health 
promotion programme in place at all. The study of Szinapszis (2013) reveals that 
only 17% of the 400 interviewed Hungarian employees participated in a regular 
mandatory workplace health promotion programme.
5 HUNGARIAN EXPERIENCES
This empirical study is based on interviews carried out with award winners at 
the award ceremonies of the previous five Fittest Workplace Surveys (Legfittebb 
Munkahely felmérés), in-depth interviews with four first prize winners and a 
workshop held in March 2015. On these occasions, the success factors and effects 
of programmes implemented in Hungary were reviewed – in addition to other 
topics – with the interested survey participants and award winners. All award 
winners were asked at the ceremonies about the key to the success of their pro-
grammes and the effects they observed (see Table 8).
In the online Fittest Workplace Survey, forms of corporate health promotion and 
satisfaction therewith are surveyed in addition to employee habits, and the win-
ners are selected based on an analysis of these thematic areas. The Survey and 
awards is not only a recognition for Hungarian companies for their active role 
in promoting employee health and physical activity; it also encourage the imple-
mentation of health and well-being programmes and provides an opportunity for 
the transfer of best practices between the companies. Typical survey participants 
are companies showing above-average commitment to the health and physical 
activity of their employees. Award winners go well beyond the average Hungarian 
employer in their efforts, therefore, the conditions they describe are much better 
than those prevailing at a typical workplace in Hungary. 
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Table 8 
Interviewees (award winners of the Fittest Workplace Survey)
Small-sized 
enterprise
Medium-sized 
enterprise
Large  
enterprise
Public 
administration
2013 Hansgrohe Kft. GE-Healthcare HPE –
2014 SZ+C Stúdió Kft. HBO Unilever Kancellária SE  Sports Club
2015 – HBO Unilever
Sports Club  
of the Ministry 
for National 
Economy
2016 British American  Tobacco Hungary HBO Diageo
Kancellária SE  
Sports Club
2017 Evopro  Group Tigra Kft.
Contitech 
Rubber Industrial
National  
Election Office
Source: authors’ elaboration
The interviews with Fittest Workplace award winners indicate that corporate 
health promotion is in its infancy in Hungary. More complex programmes ap-
proximating those seen at international level are found only at three companies 
(Unilever, HPE, HBO, of which Unilever’s is superior). There is a single company 
that pays due attention to the preliminary assessment of risks and the measure-
ment of outcomes (Unilever). Award winners reported that their own reason for 
participating in the competition was to
5) get feedback and reinforcement that they are on the right path;
6) (spark dialogue within the company about the further development of, and 
new ideas about, health promotion;
7) have an insight into the practices of others and to learn.
In the following paragraphs, first the success factors of health programmes are 
examined and then their effects, added value and the applied measurement meth-
ods are summarised. 
In the examination of success factors, theory and practice met, as almost all of 
the factors mentioned in the theoretical part of this paper re-occur. Senior man-
agers should be committed to the health promotion programme and it should 
have strategic importance. If commitment by the senior management is provid-
ed, the necessary financial and human resources will not be a problem. Com-
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pany leaders may play an important role also in changing corporate culture. The 
importance of the health promotion programme should preferably be an integral 
part of company mission, vision and policy. According to the respondents: ‘It all 
depends on the senior management. If they fall in love with it, everything will be 
fine.’ ‘It took a few years at our company too, until the senior management took it 
seriously.’
Realistic objectives are needed and a clear idea on the part of participants of what 
they want to achieve both individually and at company level. It is important to 
know the status quo and to create plans (time, money, people). ‘It is very important 
to have a common goal.’ ‘Where am I now, where do I want to get, what is my aim – 
you need to know these both in the short and long term, and also how and by what 
means you want to achieve them.’
A successful programme should be a long-term initiative. ‘You shouldn’t give up 
on the programme; it will not be established overnight. It takes years.’ 
Apart from these, the definition of needs and employee involvement are probably 
the most important: ‘Employees should be involved right from the beginning and 
considered until the very end. They should be able to provide feedback.’ ‘Bottom-
up initiatives should be paid attention.’ ‘We are trying to cover the full diversity 
of needs.’
In addition to defining needs, a good programme should also include a health 
check (the mental and physical condition, nutritional and exercise habits and 
rates of absence of employees) and assessment of the results at individual level, 
to prepare a personal development plan (recommendation) in accordance with 
personal health risks and needs. These individual health checks may provide a 
basis for corporate programmes as well. (This was implemented in a professional 
manner only at one company).
Responsibility should be allocated at all levels to a group (or often a single person) 
in charge of all aspects of the workplace health promotion programme and its 
operation. Health promotion meetings should be held with the participation of as 
many organisational departments as possible. ‘You need a local team everywhere.’ 
‘You need an icon who will be the heart and soul of the whole thing.’ ‘There should 
be a driving force, someone committed, enthusiastic, resourceful and willing to do 
it properly.’
Events, presentations and programmes should be promoted through different 
channels to the participants. Employees should be motivated and encouraged to 
take part in as many events and programmes as possible. Appropriate channels 
of communication should be used which not only promote benefits and incen-
tives, but enable employees to provide feedback and express their (dis)satisfaction. 
Various marketing tools may be used, but scientific facts and evidence may be just 
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as effective. Both formal and informal channels should be put to use. ‘They can 
come to me any time, but may also provide feedback anonymously.’
Although mentioned at the end of the list, evaluating and measuring the effects 
is probably the most important step. ‘Measurability is a key to convincing the top 
management. This is how they will take it seriously. They want numbers.’ Continu-
ous evaluation, validation and improvement of the programme is made possible 
by measurements. While all companies consider it important in theory, only one 
award winner has a sophisticated measurement system in place and is able to 
provide precise figures. 
At this company, mean absence per employee per year was reduced to 3.9 days, 
compared with a mean 8 days at country level. Using the ROI approach, the re-
turn on every Hungarian forint invested in the programme was HUF 3.73 The 
company in question also measures presenteeism and satisfaction. Precise figures 
or any information on the ROI of the programmes were not available anywhere 
else. ‘It is difficult to follow it up by measurements.’ ‘We weren’t sufficiently con-
scious in this respect, although it would be important to measure everything.’ In-
terviewees often used the word ‘feel’, which suggests that they are aware of their 
shortcomings. They gave lengthy answers to the question ‘What are the effects of 
the health promotion programme, how does it add value?’, but based solely on 
subjective impressions.
A decrease in the number of sick days was referred to repeatedly. The observation 
in the international literature that physical activity and a healthy lifestyle reduce 
absenteeism is reinforced by practical experience in Hungary. ‘The number of sick 
days is much lower in the case employees having a healthy lifestyle.’ ‘Health and a 
balanced lifestyle are instrumental to reducing sick leaves to the minimum.’ ‘We 
do not perform measurements, but see that our employees are more satisfied, are 
in better physical health and are absent less often due to illness.’ ‘The only thing we 
measure are days of absence, which decreased, indeed.’
Indirect reference was made to the VOI approach, but the term ‘value on invest-
ment’ or even the phrase ‘add value’ was not used by any of the interviewees. 
They have experienced in practice that health promotion programmes improve 
the health knowledge of employees, which in turn reduces their health risks relat-
ing to e.g. smoking, exercise or mental factors. ‘Our company saw an increase in 
employees doing sports and a reduction in smokers., and as to mental factors, posi-
tive thinking has become more prominent.’ ‘We have achieved changes in lifestyle. I 
am very proud of that.’
The award-winning Hungarian company which had implemented a sophisti-
cated measurement system had evidence to substantiate the finding that health 
programmes may increase and improve productivity and business performance. 
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‘We can show that there is an association between mental health and financial 
performance.’ Although the other companies could not provide evidence in ab-
solute terms, they feel (or, in the absence of measurements, suppose) that healthy 
employees are more efficient, productive and creative. ‘Physical well-being affects 
mental performance, which is perceptible in employees’ everyday work and work 
performance.’ ‘It certainly has a positive impact on company growth when employ-
ees are in good health.’ ‘Physically and mentally healthy employees are dedicated, 
cooperative and creative in their everyday work. Giving a boost to corporate sports 
life is not only beneficial to colleagues; it pays off to the company many times over. 
‘Colleagues are more motivated, rested and productive.’
Several interviewees mentioned morale, mood and relationships at the workplace. 
There were noticeable improvements in attitude to work, teamwork and coopera-
tion have become smoother, and a genuine sense of community emerged. These 
improvements also had an impact on performance. The above statements are 
‘feelings’ or impressions expressed by an HR manager or an employee responsible 
for sports, and may therefore be biased. It was mentioned repeatedly that such 
‘soft’ factors are difficult to measure or evaluate (there is no established method-
ology in the international literature either). ‘Relationships at the workplace have 
become stronger, leading to improvements in morale and performance.” ‘You can 
feel it in the general mood as well.’ ‘Sense of community is the primary objective and 
one of the main motives and benefits.’ ‘...everyone participates enthusiastically in 
the in-house championship, it is a real team building force.’ ‘But these are difficult 
to measure.’
In the current situation, employee retention and the reduction of fluctuation are 
indeed a significant result of these programmes, just like satisfaction, creativity, 
and on employees’ side, better looks. The Happy-or-Not application is a useful 
tool to measure satisfaction. ‘Our colleagues are more loyal, creative and also more 
attractive.’ ‘They were more motivated to come to work, more satisfied and smiled 
more often.’ ‘Colleagues can express their degree of satisfaction with a very sad to 
a very happy emoji. It is a very popular application.’ Based on data from the Fit-
test Workplace Survey questionnaire, motivators to sport in Hungary correspond 
with those featured in the literature, i.e. health, lower stress levels, relaxation and 
looks. It should be highlighted as a distinctive feature of the Fittest Workplace 
Survey, that better body image, good looks and stress relief received greater em-
phasis than measured at the level of society as a whole on average. 
There are three factors identified in the international literature that were not men-
tioned at all among positive effects in the interviews with the Hungarian stake-
holders, namely improvements in levels of energy, safety and general well-being. 
Notwithstanding, it is welcome that all the other benefits were perceived and 
identified by the interviewees.
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Of risk factors, physical inactivity, mental health/stress and tobacco use were 
touched upon in the interviews. The first two were mentioned the most often, 
which is in line with findings in the international literature. Although felt also 
by the Hungarian interviewees, except for one company, they could not provide 
measurement results in evidence.
6 SUMMARY
Employees’ medical problems and mental and physical well-being have a direct 
impact on their productivity, efficiency and thereby on the business performance 
of their employers. It is therefore also in the interest of employers to help their em-
ployees in staying healthy and eliminating medical problems. Corporate health 
promotion programmes may be used as a tool for this purpose, which are able to 
address a specific category of operational risks. 
Previous research has shown a strong correlation between certain risk factors and 
efficiency at work, which is recognised by a growing number of companies world-
wide. Multinational companies are pioneers in the introduction of workplace 
health programmes. The most important risks in addition to physical inactivity, 
stress, overweight/obesity, poor nutrition, tobacco use, blood glucose and high 
blood pressure are depression and alcohol consumption.
The steps and principles of introducing and operating an enterprise risk manage-
ment programme apply also to health programmes. At the same time, the protec-
tion of personal data and ethical problems such as prioritising different health 
problems and employee needs may pose a particular challenge. Employers may 
end up excluding the most vulnerable employees from the target population if 
they take only financial considerations into account.
As to the efficiency of the programmes, the assessment of their success may be 
based on at least three different approaches (ROI, VOI, SROI). Although there 
is no well-established and widely accepted standard methodology at present, 
simplified estimation tends to indicate that the different corporate health pro-
grammes are an efficient means of addressing employees’ health risks also in fi-
nancial terms.
The interviews conducted with representatives of the 14 Hungary-based compa-
nies which are leaders in the introduction of health programmes suggest that the 
majority of benefits described in the international literature have been experi-
enced by participants and companies also in a Hungarian context. Still, the meas-
urements of outcomes in absolute terms and the analysis of financial returns is 
still in its infancy.
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